. Purpose: This study aimed to assess the feasibility of a Home-based, Individually-tailored Physical activity Print (HIPP) intervention for African American women in the Deep South. Methods: A pilot randomized trial of the HIPP intervention (N = 43) versus wellness contact control (N = 41) was conducted. Recruitment, retention, and adherence were examined, along with physical activity (7-d physical activity recalls, accelerometers) and related psychosocial variables at baseline and 6 months. Results: The sample included 84 overweight/obese African American women 50-69 yr old in Birmingham, AL. Retention was high at 6 months (90%). Most participants reported being satisfied with the HIPP program and finding it helpful (91.67%). There were no significant betweengroup differences in physical activity (P = 0.22); however, HIPP participants reported larger increases (mean of +73.9 minIwk j1 (SD 90.9)) in moderate-intensity or greater physical activity from baseline to 6 months compared with the control group (+41.5 minIwk j1 (64.4)). The HIPP group also reported significantly greater improvements in physical activity goal setting (P = 0.02) and enjoyment (P = 0.04) from baseline to 6 months compared with the control group. There were no other significant between-group differences (6-min walk test, weight, physical activity planning, behavioral processes, stage of change); however, trends in the data for cognitive processes, self-efficacy, outcome expectations, and family support for physical activity indicated small improvements for HIPP participants (P 9 0.05) and declines for control participants. Significant decreases in decisional balance (P = 0.01) and friend support (P = 0.03) from baseline to 6 months were observed in the control arm and not the intervention arm. Conclusions: The HIPP intervention has great potential as a low-cost, high-reach method for reducing physical activity-related health disparities. The lack of improvement in some domains may indicate that additional resources are needed to help this target population reach national guidelines.
A n increasing body of evidence indicates that physical activity is a key modifiable risk factor for the development of multiple cancers, with the strongest support for breast and colon cancers. Meta-analyses (11, 38) have consistently shown an inverse relationship between physical activity and risk for breast and colon cancers, as well as a dose-response relationship, with higher physical activity levels associated with significantly lower risk for developing breast and colon cancers. Breast and colon cancers are a concern for all women; however, African American women are disproportionally burdened by these malignancies (1) .
Recent data from the American Cancer Society (1) show that although incidence rates among African American and white women are similar for breast cancer (i.e., 124.3 per 100,000 vs 128.1 per 100,000, respectively), African American women have a 29.9% higher death rate after a diagnosis than do white women. The statistics for colon cancer are even more discouraging, with African American women having a 17.9% higher incidence rate compared with white women (i.e., 44.1 per 100,000 vs 36.2 per 100,000, respectively) and a 29.4% higher death rate. Given that physical inactivity is an established risk factor for these cancers (14) , there is an urgent need to identify effective strategies to promote physical activity in this high-risk population.
The American Cancer Society (14) recommends that adults engage in a minimum of 150 minIwk j1 of moderateintensity physical activity or 75 min of vigorous-intensity physical activity (or combination of these) to reduce cancer risk. Most Americans do not meet these guidelines, and physical activity levels are particularly low among African American women. Recent self-report data from the 2000-2014 National Health Interview Survey show that only 36% of African American women achieve these physical activity recommendations (7) . In comparison, 49% of white women meet these recommendations. Such physical inactivity likely contributes to the previously mentioned cancer disparities and calls for intervention.
Past efforts to promote physical activity among African Americans have typically involved face-to-face programs (27) . Although results of these studies are generally favorable, such approaches have limited reach and may be difficult for African American women to attend given past research indicating that child care and monetary costs are frequently cited as barriers to physical activity (33) . Moreover, face-to-face interventions are costly because of the staff and personnel resources needed to deliver such programs. Home-based interventions, on the other hand, minimize many of these barriers and represent a more cost-effective approach to reach a large number of people (36) . These benefits led our research team to develop a Home-based, Individually-tailored Physical activity Print (HIPP) intervention for African American women in the Deep South (see Pekmezi et al. (26) for details on intervention development).
The HIPP intervention is grounded in Social Cognitive Theory (SCT) (2) and the Transtheoretical Model (TTM) (31) . The TTM posits that individuals move through a series of stages of motivational readiness as they adopt physical activity and use varying behavioral and cognitive strategies to advance through these stages of change. TTM-based interventions are often matched to the participants" motivational readiness for physical activity behavior change for enhanced relevance and appeal. The SCT is an interpersonal approach that emphasizes the multiple, reciprocal influences on physical activity behavior including thoughts, feelings, and the social and physical environment. Key constructs from SCT such as self-regulation (e.g., planning, goal setting), self-efficacy (confidence in one"s ability to be active despite barriers), outcome expectations (beliefs about the likelihood of various physical activity outcomes; e.g., enjoyment), and social support from family and friends are established determinants of physical activity behavior (23, 25) and thus represent important intervention targets.
The HIPP intervention builds on our research team"s past studies (18, 19) developing and testing theory-based computer expert system-tailored self-help print materials in mostly white samples, as well as extensive formative research on physical activity barriers and intervention preferences with our target population (11 focus groups, a small demonstration trial; see Pekmezi et al. [28] for more detail). In the current study, a pilot randomized trial of the HIPP intervention versus a wellness contact control condition was conducted among 84 underactive African American women in Birmingham, AL. Hypotheses were that recruitment, retention, adherence, and program satisfaction data would support the feasibility and acceptability of the HIPP intervention. Moreover, we anticipated that women assigned to the HIPP intervention would report greater increases in physical activity and related psychosocial variables at 6 months in comparison to the control arm.
METHODS Design
The current feasibility study used a randomized controlled design in which 84 participants were assigned either to the 6-month HIPP intervention or to a wellness contact control condition. Data were collected between 2014 and 2016. Recruitment, retention, and adherence were examined, and a participant satisfaction survey was administered at 6 months. Minutes per week of moderate-vigorous physical activity was assessed using the 7-d physical activity recall and accelerometers at baseline and 6 months, along with physical activity-related psychosocial variables.
Setting and Sample
The study was conducted in the metropolitan area and surrounding communities of Birmingham, AL. All study assessments occurred at the Clinical Research Unit of the University of Alabama at Birmingham Center for Clinical and Translational Science. The institutional review board at the University of Alabama at Birmingham provided human subject approval, and the trial was registered with ClinicalTrials.gov (NCT02574689). The sample was primarily recruited via flyers on campus and in local municipal buildings (city hall, county health department), community centers, and libraries (see Pekmezi et al. [26] for more detail on recruitment).
To be eligible for the study, participants had to self-identify as African American and/or black, be female, be between the ages of 50 and 69 y, be postmenopausal (no menstrual periods for at least 12 months), and be insufficiently active (e.g., selfreport engaging in moderate or vigorous physical activity G60 minIwk j1 at screening). The Physical Activity Readiness Questionnaire was used to assess cardiovascular/musculoskeletal risk factors (6) , and individuals with contraindications for unsupervised physical activity (e.g., a history of heart disease, myocardial infarction, angina, stroke, body mass index (BMI) 945 kgIm j2 , orthopedic conditions that limit mobility) were excluded from participation. Finally, eligibility included not planning to move from the area within the next year or scoring lower than 19 on the Rapid Estimate of Adult Literacy in Medicine (8) , because the intervention materials were written at a fourth-grade reading level (16) .
Protocol
After potential participants were screened by telephone for eligibility, they attended an orientation session to learn more about the study and complete the informed consent process. At this time point, participants were provided an ActiGraph GT3X accelerometer to wear for 7 consecutive days and return at baseline assessment. Physical activity and psychosocial measures were collected at this baseline assessment and then participants were randomly assigned to one of the two interventions: the HIPP intervention or wellness contact control group. Treatment allocation was stratified by BMI (BMI G30 kgIm j2 and BMI Q30 kgIm j2 ). All participants received group-appropriate cancer prevention self-help print materials by mail for 6 months (see description of the intervention arms in the HIPP Intervention section below). Accelerometers were mailed to participants and worn again for 7 d before their 6-month assessment, at which time point physical activity and psychosocial variables were reassessed, along with participant satisfaction. A detailed description of study protocols can be found elsewhere (26) .
Measurements
Physical activity. The 7-d physical activity recall (3) is an interviewer-administered instrument that estimates minutes per week of physical activity. It has demonstrated reliability, internal consistency, and congruent validity with objective physical activity measures (37) and is sensitive to changes in moderate-intensity physical activity over time (9) .
To corroborate self-report data, participants wore ActiGraph GT3X accelerometers on their left hip for 7 consecutive days at baseline and 6 months. Accelerometers measure both movement and intensity of activity and have been validated with heart rate telemetry (12) and total energy expenditure (24) . ActiLife software version 6.1 was used to validate and analyze bouts of activity, with a cut point of 1952 counts per minute selected as the minimum threshold for moderateintensity activity (10) . Moreover, a minimum valid wear time was set at 5 d of at least 600 min of wear or 3000 min of wear for 4 d. Consistent with the physical activity data collected using the physical activity recall (i.e., physical activity bouts of Q10 min) and the focus of the national guidelines, only activity bouts of Q10 min were included in the estimation of total minutes per week of activity. These 10-min activity bouts were defined as achieving the aforementioned cut point for moderate-intensity activities or greater (i.e., 91951 counts per minute) for at least 10 consecutive minutes, with allowance of 1-2 min below these thresholds during the 10-min period.
Six-minute walk distance and participation in strength and flexibility exercises were also assessed at these time points. The 6-min walk test provides an estimate of fitness by measuring the distance that can be quickly walked on a flat, hard surface in 6 min (4,5). The three items on strength and flexibility exercises (''Do you regularly do strength and flexibility exercises like sit-ups, push-ups, yoga, or stretching?'' ''How many days per week do you do these exercises?'' and ''On the days that you do strength and flexibility exercises, how many minutes do you spend doing them?'') have been used in several similar past studies (17) (18) (19) .
Psychosocial variables. A brief demographic questionnaire regarding age, education, occupation, race, ethnicity, history of residence, and marital status was administered to participants at orientation.
SCT and TTM constructs were measured at baseline and 6-month assessments at the Clinical Research Unit and then update surveys were completed by mail at 6 wk, 10 wk, 4 months, and 5 months to generate the tailored expert computer system feedback reports for intervention participants. Adherence in the current study was defined by participants completing at least three of these four required update surveys and mailing them back to the research center. To promote and maintain adherence, participants received $10 gift cards for completed update surveys and phone calls from staff if update surveys were past due or returned in the mail. The surveys included a four-item stages of readiness measure, which classified participants" stage of motivational readiness for physical activity and has shown reliability (kappa = 0.78; intraclass correlation, r = 0.84) and concurrent validity with measures of self-efficacy and physical activity (21) . The 40-item physical activity processes of change measure has 10 subscales that address strategies and techniques that people use to advance through the stages of readiness for physical activity, with > values ranging from 0.62 to 0.96 (21) . Decisional balance for physical activity participation was examined by 16 items with acceptable internal consistencies (> values: cons = 0.79 and pros = 0.95) and concurrent validity with stage of change measures (20) . Self-efficacy for participating in physical activity despite barriers (e.g., inclement weather) was measured with five items (> = 0.82) (22) . Social support for exercise from family and friends was assessed using a 13-item scale (> values = 0.61-0.91) with previously established criterion validity (35) . Outcome expectations of physical activity participation were examined by nine items with internal consistency (> = 0.89) and validity on the basis of confirmatory analysis and positive correlations with physical activity and self-efficacy (32) . Physical activity enjoyment was assessed using an 18-item scale with high internal consistency (> = 0.96) and test-retest reliability (13). Selfregulation was measured using the Exercise Goal-Setting Scale and the Exercise Planning and Scheduling Scale, which exhibited good internal consistency (> (Exercise Goal-Setting Scale) = 0.89; > (Exercise Planning and Scheduling Scale) = 0.87) and test-retest reliability (0.87 and 0.89, respectively) (34).
At 6 months, participant satisfaction with the HIPP intervention and study protocol was assessed with an 18-item measure that the research team has used in several past studies (17) (18) (19) . This questionnaire was adapted to assess the feasibility and acceptability of this approach to promoting physical activity among African American women in the Deep South.
HIPP Intervention
On the basis of the SCT (2) and TTM (31), the HIPP intervention emphasized behavioral strategies for gradually increasing physical activity levels until the national guidelines are reached and included regular mailings (i.e., three mailings in month 1, two mailings in months 2-3, and one mailing in months 4-6) of physical activity manuals that are matched to the participant"s current stage of motivational readiness and individually tailored computer expert system feedback reports. Participant responses to the monthly update surveys on SCT and TTM variables (stage of change, self-efficacy, decisional balance, social support, outcome expectations, perceived enjoyment, and self-regulation) were used by the computer expert system to generate appropriate messages for the feedback reports from a bank of 531 messages addressing different levels of the previously mentioned psychosocial and environmental factors affecting physical activity. For example, if a participant"s survey responses indicated low social support for physical activity from family and friends, the computer expert system selected messages reminding the participant that ''getting help from other people and sharing your thoughts and struggles about becoming physically active can be very helpful'' and offering ideas on how to enlist his/her support (e.g., ''Try taking a class or finding a friend to meet for a walk''). Accusplit AE120XLv3-xBX pedometers and activity logs were provided to encourage self-monitoring of exercise behavior.
Efforts were made to address the intervention needs and preferences of the target population. Participants received tip sheets addressing physical activity barriers specific to African American women (e.g., time, negative outcome expectations, safety, costs, enjoyment, social support, fear of injury) that were informed by our prior focus group research (28) . Moreover, on the basis of participant feedback, we incorporated religiosity (included relevant scripture in intervention text), emphasized physical activity benefits other than weight loss (i.e., chronic disease prevention), highlighted preferred activities (walking, dancing, aerobics), and worked with a local African American female graphic designer to enhance the visual appeal of intervention materials. Further detail on formative research and the HIPP intervention is available in previously published reports by Pekmezi and colleagues (28) .
Wellness Contact Control Condition
Participants assigned to this condition received mailings with cancer prevention information on topics other than physical activity from the American Cancer Society Web site (www.cancer.org). The mailings were received at time points identical to those of the HIPP intervention participants" physical activity materials, thereby controlling for the number of contacts.
Data Analyses
Differences between the control and intervention groups at baseline were assessed using t-tests for continuous variables and Fisher exact test or chi-square test for categorical variables. Group differences in physical activity and related psychosocial variables at 6 months were examined with a generalized linear model controlling for baseline values. The distributions of all variables were assessed for normality, and transformations were considered as well as reporting of medians and interquartile range for nonnormal data. Because the overall conclusion was not altered by whether the nonnormal physical activity variables were transformed or not, the untransformed (easier to interpret) version is presented.
Data were analyzed as intent-to-treat using complete case analysis as well as last observation carried forward and mixed models with the assumption that data were missing at random. Results were similar, so the P values for complete case analysis are presented. The numbers of participants with valid accelerometer data at both time points (N = 41) were lower than for other measurements because of inadequate wear time data; however, no differences in the baseline demographic characteristics were found among participants with and without valid accelerometer data. A P value of G0.05 was deemed statistically significant, and all analyses were performed using SAS version 9.4.
RESULTS
Sample characteristics. The sample mostly comprised obese, postmenopausal African American women living in the Birmingham area in Alabama (n = 84). The average age was 57 yr. Most reported full-time employment (60.7%) and at least some college level education (92.9%), with 53.6% of participants reporting household income less than $50,000 per year. See Table 1 for more detail on demographic characteristics.
Recruitment, retention, and adherence. The sample was recruited within 12 months and the retention rate at 6 months was high (90%; see Fig. 1 ). As for adherence, 61% (51/84) of the sample returned at least three of the four required update surveys and 74% completed at least half of the required update surveys. Adherence decreased over time. Although 63% and 60% of the participants completed update surveys 1 and 2 (respectively), only 46% and 45% completed update surveys 3 and 4 (respectively). No adverse events were reported related to this protocol.
Changes in physical activity from baseline to 6 months. HIPP intervention participants reported significant increases in minutes of moderate-to vigorous-intensity physical activity (MVPA) from baseline to 6 months (mean of +73.9 minIwk j1 (SD 90.9), P G 0.0001), as did the control group (+41.5 minIwk j1 (64.4), P = 0.0005). Between-group analyses showed no statistical difference in MVPA between the two study groups (P = 0.22), despite HIPP participants reporting an approximate 33-min greater increase in MVPA compared with the controls. Accelerometer data indicated similar physical activity trends but showed more modest increases in levels of physical activity from baseline to 6 months than did the self-report data (mean of +16.4 minIwk j1 (SD 57.5) for the intervention arm, P = 0.28; mean of +1.8 minIwk j1 (SD 42.3) for the control arm, P = 0.85). Self-report-and accelerometer-measured physical activity data were significantly correlated at 6 months (Spearman_s rho = 0.36, P = 0.006).
There were no significant differences in physical activity at 6 months among women with a BMI of G30 and Q30 kgIm j2 (for either condition). Specifically in the intervention arm, participants with a BMI of G30 kgIm j2 (N = 15) reported 108.47 minIwk j1 (SD 98.02) of at least moderate-intensity physical activity at 6 months, and participants with a BMI of Q30 kgIm j2 (N = 28) reported 100.63 minIwk j1 (SD 80.58) of at least moderate-intensity physical activity at 6 months (P = 0.79). However, participants who were more adherent (completed at least three of the four required update surveys and thus received more relevant, tailored physical activity feedback) reported 113.6 minIwk j1 (SD 92.61) of moderate intensity or greater physical activity at 6 months, whereas those who were less adherent (completed less than three of the four required update surveys) reported 85.93 minIwk j1 (SD 74.26). Between-group differences in physical activity among intervention participants who were more or less adherent were nonsignificant (P 9 0.05), despite the more adherent intervention participants reporting approximately 28 more minutes per week of moderateintensity or greater physical activity compared with the less adherent intervention participants at 6 months.
Overall, few participants (30.5%) reported engaging in strength and flexibility exercises at baseline with no differences between arms. Trends in the data indicate a general increase in strength and flexibility exercise within 6 months. Overall, 42.5% of the participants reported engaging in strength and flexibility exercises at 6 months, including 47.2% of the intervention arm and 37.8% of the control arm. On average, time spent in strength and flexibility exercises significantly increased (+17.7 minIwk j1 (SD 46.20), P = 0.045) from baseline to 6 months for the intervention arm, but not for the control arm (+9.9 minIwk j1 (SD 48.2), P = 0.24). Moreover, 6-min walk distance significantly declined from baseline to 6 months for the control arm (mean change of j20.5 m (SD 51.9), P = 0.02), unlike the intervention arm. However, there were no significant betweengroup differences in changes in strength and flexibility exercises, 6-min walk distance, or weight from baseline to 6 months (P 9 0.05). See Table 2 for changes from baseline to 6 months in physical activity measures.
Changes in physical activity-related psychosocial variables from baseline to 6 months. The intervention group reported significantly greater improvements in physical activity goal setting (mean of +0.53 (SD 0.87) vs mean of +0.08 (SD 0.90); between-group P = 0.02) and enjoyment (mean of +8.38 (SD 29.09) vs mean of j7.32 (SD 24.84); between-group P = 0.04) from baseline to 6 months compared with the control group. There were no other significant between-group differences (physical activity planning, behavioral processes of change, stage of change). However, trends in the data for cognitive processes of change, self-efficacy, outcome expectations, and family support for physical activity indicated small improvements for the HIPP arm (P 9 0.05) and declines for the control arm. Significant decreases in decisional balance (mean of j0.49 (SD 1.03), P = 0.007) and friend support (mean of j3.70 (SD 8.62), P = 0.03) for physical activity from baseline to 6 months were observed in the control arm and not the intervention arm. See Table 3 for changes from baseline to 6 months in psychosocial measures.
Participant satisfaction. Ninety-two percent of the intervention participants completed the satisfaction survey; of these, 91.7% reported being ''satisfied'' or ''very satisfied'' with the HIPP intervention. The women endorsed reading most or all of the intervention print materials (80.6%) and found them helpful (91.7%) and enjoyable (86.1%). Most (97%) indicated that they gained knowledge about exercise by reading the intervention print materials and would recommend them to a friend. The women also reported wearing the pedometers often (91.7%) and found them helpful (87.9%). Finally, 100% of participants confirmed that the HIPP intervention was appealing and relevant to African American women in the Deep South and addressed their barriers to physical activity.
DISCUSSION
Findings from the current study indicate the HIPP intervention has great potential as a low-cost, high-reach method for reducing physical activity-related health disparities. Postintervention participant satisfaction data and the high retention rate at 6 months indicate that this approach was well received by our sample. Moreover, the intervention produced larger increases in moderate-intensity physical activity (approximately 33 more minutes per week) from baseline to 6 months compared with that under the control condition, along with significantly greater improvements in physical activity planning and enjoyment (key early indicators of behavior change). Past research in this area with different populations has shown comparable physical activity outcomes. For example, in a study with a mostly white sample, the tailored print intervention participants reported a median of 112.5 min of physical activity per week at 6 months (compared with a mean of 103.6 (SD 86.5) in the current study) (18) . However, a similar program resulted in less physical activity (mean of 73.36 minIwk j1 of at least moderate intensity activity (SD 89.73)) at the 6-month follow-up for Latinas (17) . That study also found lower overall baseline physical activity and less physical activity improvement from baseline to 6 months in the control condition than in the current study. Although there could be many reasons for such discrepancies, the protocols for the two studies differed in that the Latina participants underwent a 10-min treadmill walk to demonstrate moderate-intensity physical activity before the 7-d physical activity recall interviews. Given that live experiential demonstrations of a 10-min bout of moderateintensity physical activity may result in more accurate reporting (15) , future researchers in this area should consider adopting such protocols.
Despite our best efforts, several important TTM and SCT theoretical constructs were not improved by the intervention in the current pilot trial, whereas similar past studies in other populations have shown more success in targeting these variables with motivationally tailored physical activity interventions. For example, significant intervention effects on self-efficacy, processes of change, decisional balance, and social support were found at 6 months and physical activity enjoyment and outcome expectations at 12 months in similar past studies with mostly white participants (25) . Furthermore, studies with Latinas have shown significantly greater improvements in processes of change (29) and social support from family and friends (23) for physical activity from baseline to 6 months among tailored print intervention versus wellness control participants. Thus, future research in this area should focus on how to more effectively target those unchanged theoretical constructs in this at-risk target population. Additional formative research may be needed to gain a more nuanced understanding of how these constructs work with African American women in the Deep South and further refine related physical activity intervention strategies and messages.
Strengths of the current study include the use of a randomized controlled research design, reliable and valid measures, and an intervention guided by strong behavioral theory and formative research within the target population. Limitations include a small sample comprising community volunteers, which may limit the generalizability of the findings and our ability to find statistically significant results (26) . Moreover, adherence rates were modest in the current study and showed signs of declining over time. The participants were asked to complete regular update surveys by mail at 6 wk, 10 wk, 4 months, and 5 months and received $10 gift cards as incentives. For the intervention participants, survey responses were used by a computer expert system to generate individually tailored physical activity feedback reports on the previously mentioned SCT constructs. Thus, the intervention participants who completed the update surveys regularly received more relevant, up-to-date physical activity counseling messages and reported larger increases in physical activity than did those who failed to do so. Although these physical activity differences were not significantly different and the study was not sufficiently powered for those analyses (26) , such trends in the data might argue for more attention to the timely completion of these repeat assessments. Several women noted on the participant satisfaction survey that the update surveys were too long; thus, streamlining the tailoring measures might improve future response rates.
Completing the update surveys online or via smartphone application could also facilitate this process. The current study relied on pen-and-paper questionnaires and mail delivery, and keeping up with such paperwork may now be passé. However, such design considerations were made according to participant preferences and feedback. Of 61 total respondents in the current study, most (62.3%; N = 38) reported preferring to received physical activity information via print materials in the mail rather than by Internet (N = 22) or telephone (N = 1). These subtotals do not include eight participants who voted for more than one channel; specifically, five women expressed preferences for Internet and mail, 2 for mail and phone, and 1 for Internet, mail, and phone.
Although print may have been the originally expressed preference, national data and survey responses from this sample indicate that the digital divide is shrinking (30) . Of the 69 participants who responded in the current study, most had access to computer (93%) and Internet (97%) and reported having a Facebook, twitter, or other social media account (59%). All of these channels could be used to encourage participants to complete the update surveys needed to generate the individually tailored physical activity reports. Moreover, according to open-ended participant satisfaction item responses, participants desired more outreach, accountability, and interaction, which could also be provided through Internet and social media. Several participants even specified that e-mail newsletters and Facebook groups would be helpful in future iterations of the HIPP intervention. Moreover, intervention messages from the current study focused on aerobic physical activity, but participation in strength and flexibility exercises significantly increased from baseline to 6 months among the intervention participants (and not the control participants). Thus, future studies incorporating strength and flexibility exercises would be more aligned with the national physical activity guidelines, which focus on both aerobic and strength exercises, and might be well received by this target population.
Overall, this study indicated that the HIPP intervention is a feasible, acceptable intervention tool for promoting physical activity among African American women in the Deep South, a group with high rates of inactivity and related health conditions. The HIPP intervention also produced modest increases in physical activity and some related psychosocial variables in the current study, and most (97.2%) planned to continue exercising once the study ended. However, only 25.6% of the intervention group reported meeting national guidelines for aerobic physical activity at 6 months (vs 21.6% for the control group). The lack of improvement in some psychosocial domains indicates that additional resources and supports (and more attention to strength and flexibility exercises) may be required to help this target population reach national guidelines.
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